II. Some Principles of Psychotherapy
The Fiftieth Maudsley Lecture (expanded version)
By JOHN BOWLBY
Summary.
An account is given of how a clinician guided by attachment theory approaches the clinical conditions to which the theory is held to apply, which include states of anxiety, depression and emotional detachment.
Assessment of a patient is in terms of the patterns of attachment and caregiving behaviour which he commonly shows and of the events and situations, both recent and past, which may have precipitated or exacerbated his symptoms. The problems posed l)y relevant information being suppressed or falsified are noted. Viewed in this perspective a psychotherapist is seen to have a number of inter@ related tasks : (a) to provide the patient with a secure base from which he, the patient, can explore himselfand his relationships ; (b) and (c) to examine with the patient the ways in which he tends to construe current interpersonal relationships, including that with the therapist, and the resulting predictions he makes and actions he takes, and the extent to which some may be inappropriate;
(d) to help him consider whether his tendencies to misconstrue, and as a result to act mis guidedly, can be understood by reference to the experiences he had with attachment figures during his childhood and adolescence, and perhaps may still be having.
In the first part ofthis Lecture I have given an outline of attachment theory and its origins : and have described some of the deviant pathways along which a person's attachment behaviour may develop, together with some of the typical childhood experiences that research suggests are responsible for the development of these deviant patterns and the various common psychiatric dis orders towhich theycontribute.
In thesecond part my aim is to consider how this theoretical approach can guide US, initially in assessing a patient's problems and subsequently in helping him. First, we must decide whether the problem presented is one to which attachment theory is applicable, an open issue still requiring much exploration.
If it seems applicable, we consider what pattern the patient's attachment beha viour typically takes, bearing in mind both what 421 he tells us about himself and the relationships he makes and also how he relates to us as potential helpers.
We also explore possible precipitating events, notably departures, serious illness or death, and also arrivals, and the degree to which the presenting symptoms can be understood as recent or belated responses to them. During the course of these explorations we may begin to get some inkling of the patterns of interaction that obtain in his present home, which may be either his family of origin, or the new family he has helped create, or (perhaps especially in the case of women) both. Any historical material that casts light on how current patterns may have come into being sharpens our perceptions. 
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facts or falsify them. Not only are relatives parents or spouseâ€"apt to omit, suppress or falsify but the designated patient may do so as well. This, of course, is no accident.
First, it is evident that many parents, who for one reason or another have neglected or rejected a child, have threatened him with abandonment, en acted suicidal attempts, had repeated quarrels between themselves or clung to a child because of their own desire for a caregiving figure, will be loath for the true facts to be known. In evitably they expect criticism and blame and thus distort the truth, sometimes unwittingly, sometimes deliberately. Similarly, the children of such parents have grown up knowing that the truth must not be divulged and perhaps half-believing also that they themselves are to blame for every trouble, as their parents may always have insisted. A common method of keeping family disturbances secret is to attribute the symptoms to some other cause; he is afraid of boys at school (not that mother may take her life); she suffers from headaches and indigestion (not that mother threatens to desert if she leaves home); he was difficult from birth (not that he was unwanted and neglected); she is suffering from an endogenous depression (not that she is belatedly mourning a father lost many years earlier). Time and again what is described as a symptom is found to be a response which, by having become divorced from the situation that elicited it, appears inexplicable. Or else a symptom arises as a result of the patient trying to avoid reacting with genuine feeling to a truly distressing situation. In either case a first and major task is to identify the situation, or situa tions, to which the patient is either responding or else inhibiting a response.
It is plainly desirable that any clinician under taking this type of work should have at his disposal an extensive knowledge of deviant patterns of attachment and caregiving behaviour and of the pathogenic family experiences believed commonly to contribute to them; and he should also be familiar with the sorts of information that are frequently omitted, sup pressed or falsified. Given such knowledge it may often be evident that some piece of crucial information is missing and that claims of certain kinds are dubious or clearly false. Above all, a clinician experienced in this work knows when
he has yet to discover the facts and is prepared either to wait for the relevant information to emerge or to probe gently into likely areas.
Tyros are apt to jump to conclusions and be wrong.
In Joint interviews, individual interviews, alterna tions of the two, all have their place, and so have prolonged sessions lasting several hours: but we are a long way from knowing which pattern is likely to be best for a given problem. There are, however, certain principles that are relevant to any of these therapeutic procedures. For ease of exposition I take the case of indi vidual therapy; though note that it is possible to rephrase each paragraph so that it refers to the members of a family instead of to a single person.
As I see it a therapist has a number of inter related tasks, among which are the.following:
(a) first, and above all, to provide the patient with a secure base from which he can explore both himself and also his relations with all those with whom he has made, or might make, an affectional bond; and simultaneously to make it clear that all the decisions as regards how best to construe a situation and what action is best taken have to be the patient's, and that given help we believe him capable of making them;
(b) to join with the patient in such explora tions, encouraging him to consider both the situations, in which he nowadays tends to find himself with significant persons and the. parts he may, play in bringing them about, and also how he responds in feeling, thought and action when in those situations; (c) to draw the patient's attention to the ways in which, perhaps unwittingly, he tends to construe the therapist's feelings and behaviour towards him, and to the predictions he (the patient) makes and the actions he takes as a result; and then to invite him to consider whether his modes of construing, predicting and acting may be partly or wholly inappropriate in the light, of what he knows of the therapist; (d) to help him consider how the situations into which he typically gets himself and his typical rCactions to them, including what may be happening between himself and the therapist, may be understood in terms of the experiences he had with attachment figures during his childhood and adolescence (and perhaps may still be having) and of what his responses to them then were (and may still be).
Although the four tasks outlined are con ceptually distinct, in practice they have to be pursued simultaneously. For it is one thing for the therapist to do his best to be a reliable, helpful and continuing figure, and another for the patient to construe him and trust him as such. The more unfavourable the patient's experiences with his parents were, the less easy is it for him to trust the therapist now and the more readily will he misperceive, misconstrue and misinterpret what. the therapist does and says. Furthermore, the less he can trust the therapist the less will he tell him and the more difficult will it be for both parties to explore the painful or frightening or mysterious events which may have occurred during the patient's earlier years. Finally, the less complete and accurate the picture available of what happened in the past the more difficult the patient's present feelings and behaviour are for both parties to understand, and the more persistent are his misperceptions and misinterpretations likely to be. Thus we find each patient is confined within a more or less closed system and only slowly, often inch by inch, is it possible to help him escape.
Of the four tasks the one that can best wait is consideration of the past since its only relevance lies in the light it throws on the present. The sequence may often be for the therapist and patient, working together, first to recognize that the patient tends habitually to, respond to a particular type of interpersonal situation in a certain self-defeating way, next to examine what kinds of feeling and expectation such situations commonly arouse in him, and there after to consider whether the patient may have had experiences, recent or long past, which have contributed to his responding with those feelings and expectations in the situations concerned. In this way memories of relevant experiences are evoked, not simply as unhappy occurrences but in terms of the pervasive influence they are exerting in the present on the patient's feelings, thoughts and actions.
It is evident that a great many psycho therapists, irrespective of theoretical outlook, habitually address themselves to these tasks, so that much of what I am saying will have long been familiar to them. In traditional termi nology the tasks are referred to as providing support, interpreting the transference, and constructing or reconstructing past situations. If there are any new points of emphasis in the present formulation they are:
(i) giving a central place, not only in practice but also in theory, to our role of providing a patient with a secure base from which he can explore and then reach his own conclusions and take his own decisions;
(ii) abjuring interpretations which postulate various forms of more or less primitive phantasy and concentrating instead on the patient's real experiences;
(iii) directing attention particularly to the details of how the patient's parents may actually have behaved towards him, not only during his infancy and childhood but during his adoles cence and up to the present day as well; and also to how he has commonly responded;
(iv) utilizing interruptions in the course of treatment, especially those imposed by the therapist, either routinely as in the case of holidays or exceptionally as in the case of illness, as opportunities first to observe how the patient construes a separation and responds to it, then to help him recognize how he is con struing and responding, and finally to examine with him how and why he should have de veloped so.
An insistence on the principle that a patient's attention should be directed to considering what his real experiences may have been, and how these experiences may still be influencing him, often gives rise to a misunderstanding. Are we doing no more, it may be asked, than encouraging a patient to lay all the blame for his troubles on his parents? And, if so, what good can that do? First, it must be emphasized that, as therapists, it is not our job to determine who is to blame or for what. instead, our task is to help a patient understand the extent to which he misperceives and misinterprets the doings of those he is fond of or might be fond of in the present day, and how, in consequence, he treats them in ways that have results of a kind he regrets or deplores. Our task, in fact, is to help him review the representational models of attachment figures and of himself that without his realizing it are governing his perceptions, predictions and actions, and how those models may have developed during his childhood and adolescence, and, if he thinks fit, help him to modify them in the light of more recent ex perience. Secondly, inasmuch as a patient may be quick to blame, we may be able to point to the emotional difficulties and un happy experiences his parents may perhaps have had and thus invite his sympathy. Bearing in mind our medical role, we must approach what may be the deeply regrettable behaviour of the patient's parents in as objective a way as we try to approach those of the patient himself. Our role is not to apportion blame but to trace causal chains with a view to breaking them or ameliorating their consequences. This is a good moment to refer to family therapy, since during the course of family interviews it may be possible to get a much longer perspective on how the current diffi culties have come into being. By using such occasions to draw a detailed family tree, vital data may be unearthed for the first time, especially when grandparents are included. As a colleague remarks, â€˜¿ It is amazing to see the effects on a patient of hearing his grandparents talk about their grandparents.'
Although I believe the same principles apply in family therapy as in individual therapy, the differences in application are too many to be dealt with here and deserve a full discussion of their own. One difference may, however, be mentioned. A main aim of family therapy is to enable all members to relate together in such a way that each member can find a secure base in his relationships within the family, as occurs in every healthily functioning family. To this end attention is directed to understanding the ways in which family members may at times succeed in providing each other with a secure base but at other times fail to do so, for example by misconstruing each other's roles, by developing false expectations of each other, or when forms of behaviour that would be appropriately directed towards one family member are redirected towards another. As a result, during family therapy less time is likely to be given to interpreting the transference than in individual therapy. A main benefit is that, when therapy proves effective, it can often be terminated sooner and with less pain and disturbance than can individual therapy, during the course of which a patient may easily come to regard the therapist as the only secure base he can ever imagine having.
Let us return now to speak again in terms of individual therapy.
I have already emphasized that, in my view, a major therapeutic task is to help a patient discover what the situations are, current or past, to which his symptoms relate, be they either responses to those situations or else the side effects of trying not to respond to them. Since it is the patient who has been exposed to the situations in question he is in a sense already in possession of all the relevant information. Why then does he need so much help to dis cover it?
The fact is that much of the most relevant information refers to extremely painful or frightening events that the patient would much prefer to forget. Memories of being held always to be in the wrong, of having to care for a depressed mother instead of being cared for yourself, of the terror and anger you felt when father was violent or mother was uttering threats, of the guilt when you were told your behaviour would make your parent ill, of the grief, despair and anger you felt after a loss, of the intensity of your unrequited yearning during a period of enforced separation. No one can look back on such events without feeling renewed anxiety, anger, guilt or despair. No one, either, cares to believe that it was his very own parents, who at other times may have been kind and helpful, who on occasion behaved in some most distressing way. Nor are parents likely to have encouraged their children to register or to recall such events; all too often indeed they have sought to disconfirm their children's perceptions and have enjoined them to silence. For parents, on their part, to consider in what ways their own behaviour may have contributed and perhaps still be contributing to their child's current problems is equally painful. In all parties, therefore, there are strong pressures towards forgetting and distort ing, repressing and falsifying, exonerating one party and blaming another. Thus, we find, defensive processes are as frequently aimed against recognizing or recalling real life events and the feelings aroused by them as ever they are against becoming aware of unconscious impulse or phantasy. Indeed, it is often only when the detailed course of some disturbed and distressing relationship has been recalled and recounted that the feeling aroused by it and the actions contemplated in reply come to mind. I well remember how a silent inhibited girl in her early twenties given to allegedly un predictable moods and hysterical outbursts at home responded to my comment â€˜¿ it sounds to me as though your mother never has really loved you'. (She was the second daughter, to be followed in quick succession by two much wanted sons.) In a flood of tears she confirmed my view by quoting, verbatim, remarks made by her mother from childhood to the present day, and the despair, jealousy and rage her mother's treatment roused in her. Discussion of her profound belief that I also found her unlovable and that her relations with me would be as hopeless as they were with her mother, which accounted for the sulky silences which had been impeding therapy, followed naturally.
The technique developed for helping bereaved people illustrates well the principles I am describing. In this work, the events in question and the feelings, thoughts and actions aroused by them are recent and, compared to childhood events and responses, likely to be more clearly and accurately remembered.
Painful feeling, moreover, is often either still present or at least more readily accessible.
Those counselling the bereaved (e.g. Raphael, 1975) have found empirically that, if they are to be of help, it is necessary to encourage a client to recall and recount, in great detail, all the events that led up to the loss, the circumstances surrounding it and her experiences since;* for it seems only in this way that a bereaved person can sort out her hopes, regrets and despairs, her anxiety, anger and perhaps guilt, and, just as important, review all the actions and reactions that she had it in mind to perform and may still have it in mind to perform, inappropriate or self-defeating though many of them might always have been and would certainly be now. Not only is it ences as exist are due to the fact that the patient's representational models and the patterns of behaviour based on them have been so long entrenched, that many of the events which led to their development occurred long ago, and that the patient and members of his family may have a deep reluctance to look at things afresh. As a consequence, when helping a psychiatric patient explore his world and himself, a therapist has a complex role to fill. is made to understand another person's viewpoint and to negotiate openly with him. At some points in therapy discussion of these different ways of treating people, and the probable consequences of each, can be useful. During such discussions a therapist is likely both to raise questions and to provide information while, once again, leaving the patient to take the decisions.
Clearly, to do this work well requires of the therapist not only a good grasp of principles but also a capacity for empathy and for tolerating intense and painful emotion. Those with a strongly organized tendency towards compulsive self-reliance are ill-suited to undertake it and are well advised not to.
In discussing earlier the therapist's four basic tasks it is emphasized that, though conceptually distinct, in practice they have to be pursued simultaneously.
How far therapy can and should be taken with any one family or patient is a complex difficult question. The main point perhaps is that a restructuring of a person's representational models and his re-evaluation of some aspects of human relationships, with a corresponding change in his modes of treating people, are likely to be both slow and patchy. In favourable conditions the ground is worked over first from one angle then from another. At best progress follows a spiral. How far a therapist goes and how deeply involved he becomes is a personal matter for both parties. Sometimes one or a few sessions enable a patient or a family to see problems in a new light, or perhaps confirm that a point of view, rejected and ridiculed by others, is indeed plausible and can with advantage be adopted. (See accounts and examples by Caplan, 1964; Argles and Mackenzie, 1970; Lind, 1973; Heard, 1974) . A special value ofjoint family interviews is that they enable each member of a family to discover how each of the others views his family life and to move together in reappraising it and changing it. Often, too, it enables all family members to learn, often for the first time, of the unhappy experiences that one or other parent may have had in years past, to the consequences of which current family conflict may quiddy be perceived as due. (An excellent example, in which a current marital crisis is traced to the persisting consequences of failed mourning after childhood loss, is described by Paul, 1967.) There are many other cases, however, especially in patients who have developed a highly organized false self and become compulsively self-reliant or given to the caretaking of others, in which a much longer period of treatment may be necessary before change of any kind is seen.
Nevertheless, however short or long the therapy, evidence is clear that, unless a therapist is prepared to enter into a genuine relationship with a family or individual, no progress can be expected (Malan, 1963; Truax and Mitchell, 1971) .
This entails that a therapist should, so far as he can, meet the patient's desire for a secure base, while recognizing that his best efforts will fall short of what a patient desires and might well benefit from; that he should enter into the patient's explorations as a com panion ready either to take the lead or to be led; and that he should be willing to discuss a patient's perceptions of him and the degree to which they may or may not be appropriate, which is sometimes not easy to determine; and finally, that he should not pretend otherwise should he become anxious about a patient or irritated by him. This is especially important for those patients whose parents have per sistently simulated affection to cover deep seated rejection of them. Guntrip (i@@) has well described the therapist's job: â€˜¿ It is, as I see it, the provision of a reliable and understanding human relationship of a kind that makes contact with the deeply repressed traumatized child in a way that enables [the patient] to become steadily more able to live, in the security of a new real relationship, with the traumatic legacy of the earliest formative years, as it seeps through, or erupts into consciousness.' When he adopts a stance of this kind a thera pist risks certain dangers of which it is as well to be aware. First, a patient's eagernesss for a secure base and his tormenting fear he will be rejected may make his claims insistent and difficult to deal with. Secondly, and far more serious, in exerting these claims a patient may apply to the therapist the very same methods that a parent may have used on him when he was a child. Thus, a man whose mother when he was a boy inverted the relationship by demanding he should care for her, and who used threats or guilt-inducing techniques to force him to do so, may during treatment apply these very same techniques to his therapist. Plainly it is of the greatest importance that the therapist should recognize what is happening, trace the origin of the techniques being used and resist them, i.e. set limits. Yet the more subtly guilt-inducing the techniques are and the more eager the therapist is to help the greater is the danger of his being drawn in. A sequence of this sort, I suspect, accounts for many of the cases described by Balint (1968) as exhibiting â€˜¿ malignantregression' and classified by others as borderline. The clinical problems to which they can give rise are well illustrated by Main (m@@') and also by Cohen et al @ The latter group point to the danger of a therapist not recognizing when a patient's expectations are becoming unrealistic, because when it becomes clear they will not be met the patient may suddenly feel totally rejected and so despair.
Because attachment theory deals with so many of the same issues as are dealt with by other theories of psychopathologyâ€"issues of de pendency, object-relations, symbiosis, anxiety, grief, narcissism, trauma and defensive pro cessesâ€"it is hardly surprising that many of the therapeutic principles to which it leads should be long familiar. Some of the overlaps between ideas I have advanced and those of Balint (1965 Balint ( , 1968 , Winnicott (1965) and others have been discussed by Pedder (1976) Deutsch, 1937; Fleming and Altschul, 1963) or to come to terms with a parent's attempted suicide (Rosen, 1955) will be evident. Yet, though these overlaps are real enough, there are significant differences also, both of emphasis and of orientation. They turn partly on how we conceive the place of attachment behaviour in human nature (or, by contrast, what use we make of the concepts of dependency, orality, symbiosis and regression), and partly on how we believe a person acquires certain disagreeable and self-defeating ways of interacting with those close to him, or mis placed beliefs, such for example that he is inherently incapable of doing anything useful or effective.
All those who think in terms of dependency, orality or symbiosis refer to the expression of attachment desires and behaviour by an adult as being the result of his having regressed to some state believed to be normal during infancy and childhood, often that of a suckling at his mother's breast. This leads therapists to talk to a patient about â€˜¿ the child part of yourself' or â€˜¿ yourbaby need to be loved or fed', and to refer to someone tearful after a bereavement as being in a state of regression. In my view all such statements are mistaken both for theoretical and for practical reasons. As regards theory enough has been said to make it clear that I regard the desire to be loved and cared for as being an integral part of human nature through out adult life as well as earlier and that the expression of such desires is to be expected in every grown-up, especially in times of sickness or calamity. As regards practice, it seems highly undesirable to refer to a patient's â€˜¿ baby needs' when we are trying to help him recover his natural desires to be loved and cared for which, because of unhappy experiences earlier in his life, he has endeavoured to disclaim. By construing them as childish and referring to them as such, a patient can easily interpret our remarks as disparaging and reminiscent of a disapproving parent who rejects a child seeking to be comforted and calls him â€˜¿ silly and babyish'. An alternative way of referring to a patient's desires is to refer to his yearning to be loved and cared for which we all have but which in his case went underground when he was a child (for reasons we may then be able to specify).* A second area of difference concerns how we suppose a person comes to apply to spouse and children, and sometimes also to therapist, certain disagreeable pressures, for example threats of suicide or subtle modes of inducing guilt. In the past, though the problem has been recognized, no great attention has been given to the possibility that the patient learned how to exert these pressures through having suffered them himself when a child and, consciously or unconsciously, is now copying his parent.
A third area of difference concerns the origin of prolonged despair and helplessness. Tradi tionally this has been traced, almost solely, to the effects of unconscious guilt. The view I favour, which is in keeping with Seligman's studies of learned helplessness (Seligman, 1975) and is also compatible with the traditional view, is that someone who is readily plunged into prolonged moods of hopelessness and helplessness has been exposed repeatedly during infancy and childhood to situations in which his attempts to influence his parents to give him more time, affection and understanding have met with nothing but rebuff and punishment.
Finally, we may ask, what evidence is there that therapy conducted according to the prin ciples outlined is effective and, if so, in what types of case? The answer is that there is no direct evidence because no series of patients has been treated along exactly these lines, so that no investigation of results has been possible. The most that can be said is that certain indirect evidence is hopeful. It comes from investiga * The distinctions I am making are identical with those made by Neki (1976) , who contrasts the value set by Indian culture on â€˜¿ stronginterdependent affiliative attachments fostered and carried over into adulthood' with the Western value of â€˜¿ achievement-oriented inde pendence'.
His discussion of how these divergent ideals affect therapy in these respectsfollowslines closelysimilar to those sketched here.
tions of the efficacy of brief psychotherapy and of bereavement counselling. For many years Malan (1963 Malan ( , 1973 has been examining the results of brief psychotherapy (defined arbitrarily as no more than 40 sessions) and has concluded that a group of patients can be specified who are likely to benefit from a certain type of psychotherapy, the features of which can also be specified. The patients likely to benefit are those who, during the first few interviews, show themselves able to face emo tional conflict and are willing to explore feelings and to work within a therapeutic relationship. The technique that proved effective was one in which the therapist felt able to understand his patient's problems and to formulate a plan; and in which he attended to the transference relationship and interpreted it boldly, paying special attention to the patient's anxiety and anger when the therapist set a date for termina tion.
During the course of a replication study Malan and his colleagues reached the same conclusion. In addition they found evidence that â€˜¿ an important therapeutic factor is the patient's willingness to involve himself in a way that repeats a childhood relationship' with one or both of his parents and his ability, with the therapist's help, to recognize what is happening (Malan, 1973) . A further study by the same group, this time of patients who improve after no more than a single interview, presents further evidence in support of that conclusion (Malan ci at, 1975) .
Although the theory of psychopathology used by Malan and his colleagues differs in some respects from the one outlined here, there are important similarities. Furthermore, as will be noted, there is considerable similarity between the principles of technique he finds effective and those advocated here.
Evaluation of the efficacy of bereavement counselling for widows thought to have a bad prognosis also points in a hopeful direction. Among widows who received the form of counselling described above, significantly more were found, at the end of thirteen months, to have progressed favourably than among those in a control group who received no counselling (Raphael and Maddison, 1976) .
It must, of course, be recognized that to out line principles of therapy is a great deal easier than to apply them in the ever varying condi tions of clinical practice. Furthermore, the theory itself is still at an early stage of develop ment and a great deal of work is still to be done. Among priority tasks are to determine both the range of clinical conditions to which the theory is relevant and the particular variants of technique best suited to treat them.
Meanwhile, those who adopt attachment theory believe that both its structure and its relation to empirical data are now such that its usefulness can be tested systematically. In the fields of aetiology and psychopathology it can be used to frame specific hypotheses which relate family experience to several forms of psychiatric disorder and also, it may be, to the neurophysiological changes that accompany them as Hamburg and his colleagues (i@@4@) believe. In the field of psychotherapy it can be used to specify therapeutic technique, to describe therapeutic process and, given the necessary technical developments, to measure change. As research proceeds the theory itself will no doubt be modified and amplified. This gives hope that, in due course, attachment theory may prove useful as one component within that larger corpus of psychiatric science which Henry Maudsley did his utmost to foster.
